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Introduction:
Occupational therapists are expected to engage in evidence-based practice and to be aware of the importance of
research as the foundation of the profession’s evidence base. This appears to be the first study that has explored
local authority occupational therapists’ views and experiences of evidence-based practice and how they use it to
develop professional knowledge.
Method:
A focus group data collection method was employed. Two focus groups, comprising seven occupational therapists
each were conducted.  Occupational therapists who participated in the study had been working in the local authority
setting from between six months to thirty years.
Findings:
Occupational therapists did not draw on research evidence to build their knowledge.  Therapists valued the evidence
of the lived experience of clients, their own and other’s knowledge and experience, including the perceived
evidence-based knowledge of health colleagues. Therapists developed their knowledge using these sources of
evidence, through reflection and participation in wide communities of practice.  Therapists looked to others to lead on
developing evidence-based practice in the local setting.
Conclusion:
Occupational therapists did not use an evidence-based practice approach to develop professional knowledge.  Peer
learning and role modelling strategies may enable occupational therapists to become more evidence-based in order
to enhance their practice and meet professional standards.
Introduction
The purpose of evidence-based practice is to provide effective care and improve client outcomes, to promote an
attitude of inquiry in health professionals and ensure resources are used wisely (Hoffman et al 2010).  Evidence-
based practice has also been viewed as a matter of professional survival, set against a backdrop of rationing
resources, consumerism and managerialism (Taylor 2007, Trinder, 2008). The high value placed on evidence-based
practice by the occupational therapy profession, is reflected in the College of Occupational Therapists’ Code of
Ethics and Professional Conduct (COT 2015), the College’s Standards of Practice (COT 2011) as well as the Health
and Care Professions Council Standards of Proficiency for Occupational Therapists (HCPC 2015), all of which
require occupational therapists to engage in evidence-based practice and to be aware of the importance of research
as the basis of the profession’s evidence base.
A local authority consultation exercise, in the researcher’s practice setting, was undertaken with staff groups to
ascertain the values that underpinned their day-to-day work.  Consultation with a group of occupational therapists
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revealed the importance they placed on evidence-based practice to justify the profession and their interventions. The
occupational therapy literature has highlighted the value placed on evidence-based practice by occupational
therapists although in practice, it has proved difficult to implement, with studies focussed on the barriers to research
utilisation primarily in health-based settings (Robertson et al., 2013; Upton et al., 2014).  Few studies have
investigated how occupational therapists use different evidence types, including research evidence to construct
knowledge and it would appear, none have explored evidence-based practice from the perspective of occupational
therapists working in a local authority.  The aim of this study was to gain insights into occupational therapists’ views
and experiences of evidence-based practice and how they use it to develop their professional knowledge in one
local authority setting.
Literature Review
An early, often quoted definition of evidence-based practice, derived from evidence based medicine, is: ‘the
conscientious, explicit and judicious use of current best evidence in making decisions about the care of individual
patients’ (Sackett et al 1996 p.71).  Brannigan (2007) described the evidence-based process as using the best
evidence from research, balanced with clients’ values, clinical judgement and resource implications.  Nevo and
Slonim-Nevo (2011) objected to the prominent role of research in the evidence-based practice process and in
particular, the hierarchy of evidence where systematic reviews and quantitative randomised controlled trials were
valued to the detriment of experience and professional judgement.  Nevo and Slonim-Nevo (2011 p.1193) used the
term ‘evidence- informed practice’, to represent the use of a broader range of evidence to be used in a client-
centred, flexible and intuitive way by practitioners to support the client’s changing needs and situation.  Reagon et al
(2008) developed the idea of ‘multiple truths’ (p.433) from a grounded theory study, where evidence-based
occupational therapy involved the systematic consideration of information from multiple sources and applied in
conjunction with the client within a client-centred, occupational therapy paradigm.  However, Hoffman et al (2010)
argued that the term ‘evidence’ in evidence-based practice served a specific purpose, which was to highlight the
need to value and use information from research which was often underused.
A systematic review of published research on the subject of occupational therapists’ attitudes, knowledge and use of
evidence-based practice was undertaken by Upton et al (2014).  Thirty-two research papers, published between
2000 and 2012 were reviewed: twenty-three were quantitative, eight were qualitative and one was a mixed methods
design, carried out in health-based settings in a number of countries, including the United Kingdom.  The strengths
and weaknesses of the studies were discussed with fourteen out of a total of thirty-two papers rated as good or
strong quality.  This review found that whilst occupational therapists held positive views of evidence-based practice,
a number of barriers to its implementation were identified: lack of time and caseload pressures; the culture of the
organisation; limited research appraisal skills; poor access to research and tensions with client-centred practice. In
an action research study, Robertson et al (2013) found that the barriers to implementing evidence-based practice
reflected the findings of earlier research papers reviewed by Upton et al (2014), prompting questions about how
occupational therapists constructed their knowledge, using evidence, through critical reflection and participation in
communities of practice (Lave and Wenger 1991).
The seminal theory of Schon (1987) proposed that professionals developed their knowledge in complex and
challenging practice settings through a framework of reflection-in-action (thinking and acting in the moment), and
reflection-on-action (analysing and interpreting the event after it has happened).  Brookfield (2009) argued that a
deeper level of critical reflection was required to examine and challenge the assumptions and power dynamics that
framed everyday practice.  A key element of critical reflection is being able to view situations and actions from
multiple perspectives, including those from theory and research, to lead to informed actions and ‘an appreciation of
the bigger picture of implications, surrounding the problem at hand’, (Jay and Johnson, 2002 p.79). In evidence-
based practice, critical reflection can provide a framework for exploring and managing the power imbalances
between the different evidence types (Petr and Walker 2009), and reconcile the tensions that exist between the
technical rationality of research and occupational therapy practice (Blair and Robertson 2005).
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Professional knowledge has been described as more than a store of cognitive knowledge, involving shared values,
beliefs, ways of reasoning and tacit knowledge that are constructed through the interaction between professionals
(Higgs et al 2004).  This interaction can occur through a process of engagement in a community of practice (Lave &
Wenger 1991), defined as: groups of people who share a concern or a passion for something they do and learn how
to do it better as they interact on a regular basis (Wenger 2007 p.1).  In relation to evidence-based practice, Gabbay
and le May (2004 p.3) undertook an ethnographic study in primary care teams, and observed that general
practitioners and nurses rarely consulted research evidence but relied on collectively constructed ‘mindlines’,
informed by brief reading, their own and other’s professional experience, patients, organisational demands and
developed through informal interactions in fluid communities of practice. The researchers acknowledged that their
research had been conducted in well-functioning teams and that their ideas concerning ‘mindlines’ needed to be
tested in different settings.
In summary, the debates in the literature concern what constitutes best evidence in health and social care practice,
based primarily on the opinions of academics rather than empirical research and the views and experiences of
practitioners and clients. The occupational therapy literature comprises of mostly quantitative studies focussed on
the challenges to putting research into practice in health-based settings and it would appear that few studies have
been conducted in local authority settings.  It also appears that little attention has been given to understanding how
occupational therapists develop evidence-based knowledge, through strategies such as reflection or participation in
communities of practice.  The apparent gaps in the literature helped to define the research question: An exploration
of occupational therapists’ views and experiences of using evidence-based practice to develop professional
knowledge in a local authority setting.                                             
Method
A qualitative design, by means of focus group interviews, was applied to the research question. Qualitative research
explores how human beings understand, experience, interpret and create the social world (Sandelowski 2004).  The
nature of the research question, which concerned exploring occupational therapists’ views and experiences of
evidence-based practice, was therefore deemed compatible with the qualitative research paradigm.  Focus groups
collect qualitative data from a homogeneous set of people through a focussed group discussion and place a value
on the interaction of group members to elicit information and collective viewpoints (Krueger and Casey 2009).  Group
interviews can have an advantage over individual interviews as they offer insight into how social knowledge can be
constructed through the group process (Green and Thorogood 2004).
Participants                                                                                                                                                
The research project gained ethical approval from the University of Brighton and the Local Authority Research Unit. 
Ethical issues included maintaining the anonymity of participants and mitigating power imbalances between
participants and researcher and participants. An invitation to take part in the research and an information sheet were
emailed to all occupational therapists employed by the local authority. Fourteen occupational therapists consented to
take part from different teams across the local authority area, with a range of experience of working in social care of
between six months to thirty years.  The sample size allowed for the formation of two focus groups, each with seven
participants, to allow for observing patterns and themes emerging within and across both groups (Krueger and
Casey 2009).
The researcher
The researcher is employed as a learning and development officer within a local authority organisation and has a
key responsibility for supporting occupational therapists in their continuing professional development.  The
researcher is not managed by the occupational therapy service and has no supervisory or managerial role with
occupational therapy staff. The researcher acted as the moderator of the focus group discussions and due to being
known to the participants, maintained a reflexive diary throughout the research process to raise awareness of
researcher bias (Shaw 2010).
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 Data collection and analysis
A questioning route was devised, based on a process by Krueger and Casey (2009).  Questions included:
What do you think counts as evidence?
What do you think is the best evidence?
How do you develop your knowledge using evidence?
Each focus group discussion lasted one and a half hours.  An assistant moderator from the learning and
development team, took notes of key points made in the discussions to assist with the analysis of the audio-
recordings.  A process of thematic content analysis, as proposed by Braun and Clarke (2006), was used to analyse
the data: familiarisation of the data and transcription, initial coding, collating codes into themes, reviewing the
themes before defining and naming them with ongoing analysis, relating the analysis back to the research question
and literature in the final report.
Rigour
The study was fully supervised by an academic from the University of Brighton and guided by the quality principles
for qualitative research as set out by Yardley (2008).  These principles were applied as follows: 1. sensitivity to
context by relating the research to theory and literature, being open to alternative interpretations in the data; 2.
commitment and rigour through in-depth data collection and analysis; 3. transparency and coherence through the
alignment of the research question, the methods used to collect and analyse data, the use of quotes to enable the
reader to judge the adequacy of interpretations, and keeping a reflexive journal (Shaw 2010); 4. impact and
importance of the study by examining the practical and theoretical implications of the research for occupational
therapists working in a local authority setting and the wider professional context.
 Findings
Three main themes were extracted from the data: I know I should but I don’t; evidence-based practice is different in
social care; learning outside the classroom. The main themes and sub-themes represent the prevalence of views,
the greatest amount of time spent on certain points and those that related directly to the research question.
I know I
should
but I
don’t
Participants in both groups associated the term ‘evidence-based practice’ with the use of research and expressed
their concern that research was rarely used to guide their practice. As one participant put it, ‘I know I should but I
don’t.  This theme runs as the thread throughout the following sub-themes: justifying occupational therapy, the
barriers to using research in practice and looking to leaders and role models to develop evidence-based practice
within the local setting.
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Justifying what we do
The views of the participants concerning justification of their actions appeared to operate at two levels, dependent on
whether research was used to justify the profession or formed part of their day-to-day practice with clients.  In focus
group one, research was perceived as having a critical role in justifying the occupational therapy profession with
some anxiety expressed about the survival of the profession without it:
 ‘I suppose the scary thing is if there was some seismic change in our role, we would be thinking why wasn ’t there
more evidence to support it, with things changing as they are’.
Evidence-based practice was discussed as a broader concept in both focus groups, moving away from research as
the dominant feature when working with clients.  This was described as an intuitive process, rather than a more
conscious evidence-based approach:
 ‘It’s about what you have worked on this week, the client evidence, your own experience, the evidence from your
co-workers by having a chat with them. For me, there is rarely a process where I stand there thinking about a
particular client, thinking about the best evidence to go forward’
Barriers and Challenges
Participants in both groups shared their concerns about the lack of time they had for developing their evidence-
based practice, with few reporting experiences of using research.  Participants in focus group two discussed their
frustration at the value placed on quantitative research, which was viewed as being at odds with the ethos of
occupational therapy practice and its limitations with the complexities of practice in social care:
‘In terms of day to day practice and the people we work with, it can get a bit messy and although random controlled
trials can be useful for a particular subset of people, it’s very difficult to isolate that when you’ve got people with
multiple conditions and lots of complications that go on’.
A further barrier was a lack of interest in using research evidence, due to a view that few studies were relevant to
occupational therapy practice in a social care setting:
‘What’s the point in reading research on ten people in New Zealand that has no correlation to what we do ….it can be
hard to find up to date research about  community based working, like practice around adaptations in the UK’
Leaders and role models
In both focus groups, participants highlighted the importance of leaders and role models to engage others with
evidence-based practice and demonstrate putting research into practice, with one participant suggesting ‘if other
people are passionate, it filters down, doesn’t it?’  Another participant agreed, but reported difficulties motivating
peers and getting them to regard evidence-based practice as a priority:
‘You need someone to actually drive that forwards as I don’t think everyone has a person or a few people in that
team to actually move things on.  Because just setting up the journal club was a bit of pain, to try and get people to
allocate time for it and want to do it and get involved with it’.
Participants in focus group one became excited about their idea of having a group of individuals, or a kind of
leadership team, which they called a ‘super team’ who would have the necessary time and skills to search for and
evaluate research evidence and make recommendations for practice change.  The responsibility for putting research
into practice was viewed as someone else’s responsibility, as opposed to an individual or shared responsibility:
‘Wouldn’t it be nice if we had an evidence -based practice team who actually had a role of recognising a gap in
practice, gathering evidence, formulating it and making a recommendation for a change of practice, just delivering
it’.
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Evidence-based practice in social care is different
Evidence-based practice in social care was perceived by participants as shaped primarily by clients being seen as
the expert in their condition and working in people’s homes, with comparisons made with hospital-based settings.
The client is the expert
Participants in both groups felt their clients often held the best evidence in terms of their personal experience of their
disability, its impact on their day to day lives and the choice and control they wished to exercise with regard to the
outcomes they wanted to achieve.  This was a strong influence when making decisions, planning and evaluating
interventions:
‘If they’ve had a lot of experience living with a health condition for a long time, sometimes they know what ’s best. 
Sometimes we can come in with a big idea about what might change things and make things better, but actually,
they’re the expert in it’.
Participants, especially in focus group two, spent some time discussing their experience of clients questioning their
interventions and proposing their own solutions, triggering a process of consulting with colleagues and evaluating
the risks involved:
‘Looking back, I discussed it with other people, colleagues and involved the moving and handling team and I guess,
at the end of the day, I risk assessed, considered her capacity to make that decision and understand the risk’
Health are better at evidence-based practice
The nature of the work environment was considered a key influence when applying evidence-based practice and in
focus group one, this was explored in relation to health-based settings.  There was a view that health colleagues
were better at being evidence-based in their practice, due to having a medical model approach aligned to the more
highly regarded objective, measurable types of research which were perceived as more easily applied in clinical
settings:
‘In a hospital, you have distinct evidence -based pathways you follow in a particular way.  Whereas in the community,
everyone is individual so it makes it more difficult to pick out one bit of evidence’.
‘In a hospital, everyone is in the same environment, so the same practice might apply more. You come across
different things in the community’.
Another reason suggested by the group, was that the NHS needed to be more robust in its evidence base, in order
to respond to complaints and legal challenge. Their view possibly reflects the impact of media coverage of cases
where failures in care and treatment have resulted in calls for disciplinary action and compensation. One participant
posed the question ‘does it come down to, perhaps in health, a blame culture and a fear of being sued? ’
Learning outside the classroom
Participants in both groups expressed similar views about the role of reflection, learning from doing and talking with
their peers as critical to the development of their practice knowledge.  Other sources for building knowledge, such as
reading books, research articles, participating in courses or conferences were not mentioned.
Reflection
Terms commonly used by participants in both focus groups included: ‘I think all the time’, ‘I think a lot of my reflective
practice is here, in my head’ to describe a continuous mental process of reflecting in the moment or after the event,
in order to achieve the best outcomes for clients:
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‘I use reflection to look back on my practice to see if I got the best outcome, or if I could have done something
differently for a better outcome.  Then depending on what your conclusion is, it would tailor my practice when I came
to that situation again’.
‘…. even during involvement, you could use reflection to change the way you do something if you think, actually, I am
on the wrong course here’.
Linked to this, was the term used in both groups of how knowledge and experience was shaped by a matter of ‘trial
and error’ and that this was deemed as a crucial way of building an evidence base for interventions:
‘I think trial and error sometimes.  We might have done something with someone else at some point which worked
and we can maybe use that and that’s good evidence because if it worked for that person, it may work for this other
person.  But sometimes it doesn’t, but then you learn from that as well. It ’s just as useful’.
Learning from and with others
There was consensus within and across both groups that learning from and with others was a vital resource for
developing their practice knowledge.  This moved beyond the idea of the knowledge and experience of immediate
team members, to encompass a wide community of practice:
‘I know in our team; we are quite reliant on learning from each other.  We throw things to the floor quite regularly and
discuss stuff.  So learning form others is quite day to day.  Joint working with colleagues, carers, families and we can
learn from all these different people’.
The knowledge held by health colleagues was also discussed and valued in both groups; particularly their
knowledge and information regarding specific medical conditions and prognosis of individual clients:
‘I have worked with the neuro-team quite a bit and I tend to ask their opinion of that person or other people with that
condition.  They don’t have a crystal ball, but they tend to say this person will probably progress at this rate.  So
yeah, I will go to them because I value their opinion and evidence as well’.
These interactions possibly reflect those that occur in multi-disciplinary teams where opinions are sought on a case-
to-case basis, compensating for occupational therapist only teams in this particular local authority setting.  This also
links to the earlier notion, that health colleagues were perceived to hold evidence-based opinions.
Discussion and implications
Occupational therapists in the study associated evidence-based practice with research and discussed rarely using
research evidence due to time pressures, lack of relevant research and the tensions it presented with client-centred
practice, themes that are consistent with the literature (Robertson et al 2013, Upton et al 2014).  Research was
valued more highly in relation to justifying the profession than in day-to-day practice with clients, when other types of
evidence held greater importance, notably the lived experience of their clients and their own and other’s professional
knowledge and experience.  These findings highlight occupational therapists are not drawing on current research to
inform their practice, although it is worth bearing in mind the limited research base in occupational therapy and social
care.  The reliance on their own and other’s professional knowledge and experience may pose a risk that practice
can be outdated as well as subject to personal bias (Hoffman 2010). The provision of support, such as protected time
alongside personal commitment, may enable occupational therapists to develop their evidence-based practice and
adhere to professional ethics and standards (COT 2010, COT 2011, HCPC 2015).
A broader implication of the findings is that occupational therapists appeared more attuned to an evidence-informed
approach, which can be understood as not excluding research, but valuing professional experience and the
judgements of practitioners and clients who are in constant interaction with each other (Nevo and Slonim 2011). 
This suggests the need for further discussion within the profession about whether an evidence-informed approach is
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more congruent with occupational therapy practice in a social care context, mindful that research utilisation is
essential to both evidence-based and evidence-informed practice.
A theme that emerged from the findings, not apparent in previous studies, was the perception by a number of
occupational therapists that health colleagues were better at evidence-based practice, due to the nature of their work
environment and use of research-based treatment protocols.  However, the systematic review of Upton et al (2014)
would suggest otherwise, since health-based occupational therapists in numerous studies, reported similar views
and experiences to those held by social care occupational therapists participating in this study. Further research that
explores the views and experiences of evidence-based practice of occupational therapists working in health and
social care settings would be useful and timely, in light of the integration of health and social care (Care Act 2014).
Occupational therapists looked to others to lead on evidence-based practice and research utilisation, with little
acknowledgement of individual responsibilities for implementing evidence-based practice, as required in
professional ethics and standards (COT 2010, COT 2011, HCPC 2015).  The views about leaders link with thoughts
from Upton et al (2014 p.36) about the role of ‘knowledge brokers’ who could disseminate up-to-date research, and
the findings from an action research study by Morrison and Robertson (2016), which indicated the importance of
senior occupational therapists for demonstrating and motivating evidence-based behaviours in new graduates.  An
action-research project undertaken by Andrews et al (2015 p.4) identified facilitation as a crucial element for
developing ‘evidence-enriched practice’ in health and social care with older people.  The researchers used the
metaphor of making a cake, with the facilitator acting as a ‘good cook’ who supported a collaborative approach to
selecting, preparing, mixing and baking different types of evidence to achieve the desired result.  The value
occupational therapists placed on learning from each other, may lend itself to the development of peer learning
approaches. Peer learning is defined as ‘the acquisition of knowledge and skill through active helping and supporting
through status equals’ (Topping 2005 p.631), a strategy which may enable all occupational therapists to become
‘good cooks’ of evidence-based practice.
Occupational therapists discussed developing their knowledge through a process of reflecting-in-action and
reflecting-on-action (Schon 1987), often describing this as a matter of trial and error, carried out in collaboration with
the client. This may be understood as professional artistry, where individuals demonstrate a blend of creativity and
expertise built up through reflection and experience (Beeston and Higgs 2001), or as the unique and innovative
practice that requires audacity, courage and risk-taking (Higgs and Titchen 2001).  Blair and Robertson (2005)
highlighted the challenges for bridging the gap between the professional artistry of occupational therapy practice and
research, and suggested critical reflection as a way of reconciling the tensions between the two elements. An
implication for the organisation is how it can create opportunities for occupational therapists to develop their ability to
become critically reflective, such as using supervision for reflective dialogue and critical analysis (Fook and Gardner
2007) and peer-based, critically reflective action learning (Skills for Care 2014).
As noted previously, occupational therapists believed a crucial way of developing knowledge was by learning from
and with each other, and this extended beyond their immediate team members to include clients, carers, and health
colleagues.  This took the form of a community of practice (Lave and Wenger 1991), which was shaped around the
particular needs and situations of individual clients.  This appears to resonate with the research by Gabbay and le
May (2004 p.3) where GPs and nurses integrated evidence from various sources, including ‘opinion leaders’, in
negotiation with individual patients through daily networking to form collectively reinforced, tacit guidelines, named
as ‘mindlines’.  Opinion leaders were identified as trusted individuals, within or outside their teams, who were
perceived to hold up-to-date, research-based knowledge in their particular field.  For occupational therapists in this
study, health colleagues were viewed as external opinion leaders, due to a belief that their practice was underpinned
by research evidence. One of the key recommendations made by Gabbay and le May (2004) was to invest in
opinion leaders to ensure their knowledge was research-based, alongside a collective responsibility to help
strengthen the evidence-base of the ‘mindlines’ created by communities of practice.  In connection with previous
points, such leaders would need to facilitate collaborative approaches for strengthening the evidence-based
knowledge of occupational therapists and the ‘mindlines’ of their communities of practice, in line with individual
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responsibilities for meeting professional ethics and standards and (COT 2010, COT 2011, HCPC 2015).  Key
individuals may help to build an evidence-based culture, by modelling the skills, knowledge and behaviours
associated with evidence-based practice and facilitating peer learning that can enable all occupational therapists to
become evidence-based practitioners.
Limitations
The study involved a small number of occupational therapists in one local authority setting, so it cannot be regarded
as representative of local authority occupational therapists as a whole. The participants who volunteered to
participate, may have been predisposed to the idea of evidence-based and were also likely to feel comfortable with a
group discussion format.  One-to-one interviews may have captured more in-depth data about individual viewpoints
which can be lost in a group discussion.  Team managers were not involved in the study and on reflection; their
inclusion may have added a useful dimension to the study due to being an important influence in the practice
setting.   A further limitation is that the research was carried out by one researcher using a single method of data
collection, so the study can only represent one facet of the bigger picture of the subject matter.
Conclusion
The aim of this research study was to explore occupational therapists’ views and experiences of using evidence-
based practice to develop their professional knowledge in a local authority setting. Occupational therapists did not
draw on research evidence in their day-to-day practice due to time pressures, lack of relevant research, the tension
with the client-centred ethos of occupational therapy and its limitations when working with people who have complex
needs.  Occupational therapists relied on the evidence of the lived experience of clients, their own knowledge and
experience, the knowledge of others, including the perceived evidence-based knowledge of health colleagues. 
Knowledge using these particular sources of evidence was developed through reflection and participation in wide
communities of practice which were shaped by the individual client’s needs and situation.  Occupational therapists
looked to others to lead on developing evidence-based practice in the local setting.  Key individuals may help to
develop an evidence-based culture, by modelling evidence-based practice and facilitating peer learning approaches
that enable all occupational therapists to become evidence-based practitioners. Further research into how
occupational therapists construct their knowledge and strategies that can enable them to develop professional
knowledge that has a stronger evidence-base is required.
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